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he Association of Directors of

Anatomic and Surgical Pathol-
ogy (“the Association”) has con-
cluded that a more standardized
surgical pathology report may con-
tribute positively to patient care.
As the first step toward achieving
this goal the Association has pre-
pared the following recommenda-
tions and urges pathologists to se-
riously consider adopting these for
their own surgical pathology re-
ports. The recommendations con-
cern not only the format of the
report but also provide suggestions
for information to be included in
the report. Widespread adoption of
these recommendations should
‘make information transfer from
surgical pathology laboratories to
clinicians more efficient and more
complete. It should also improve
communication among surgical pa-
thology laboratories when histo-
logic sections are sent from one
institution to another.

DEMOGRAPHIC AND  SPECI-
MEN INFORMATION

The Association recommends
that:

1. All demographic information be
placed in the top portion of the
report.

2. Demograhic information in-
clude the patient’s name, loca-
tion, gender, age and/or date of
birth, and race, as well as the
requesting physician’s name,
the attending physician (if dif-
ferent from the requesting phy-
sician), and the medical recor
or unit number. :

3. All surgical pathology reports
have the name, address, tele-
phone number, and FAX num-
ber of the laboratory printed at

. the top of the report.
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. The surgical pathology numher

be placed in the top portion of
the report on every page and
that it be set off from the other
information so it can be easily
and quickly identified.

5. A summary of the pertinent
clinical history be a part of every
surgical pathology report.

6. A separate “specimens submit- . ...

ted” section be included in every

report. In this section, each sep-

arately identified tissue submit-

ted for individual examination

and diagnosis would be clearly

identified and listed as a sepa-
~ rate specimen.

GROSS DESCRIPTION

The
that:

Association recommends

1. An adequate gross description
be a part of every surgical pa-
thology report. Prerecorded
gross descriptions are satisfac-
tory providing they include spe-
cific information about the par-
ticular specimen. Each sepa-
rately identified tissue specimen
submitted for individual exami-
nation and diagnosis should
have its own gross description.
Whether “part” of “all” of the
specimen has been submitted
for microscopic examination
should always be recorded in the
gross description.

2. Each block be identified by a
unique number and/or letter.
Specifically, giving multiple
blocks the same identification
number or letter is discouraged.
A summary listing the sites from
which each identified block is
taken should be placed at the
end of the gross description.

3. Identification of block selec-

tions of complex specimens be .

augmented when appropriate by
) drawings, photographs, xero-

graphs, etc., but these pictorial
records should rot replace the
printed block identification
summary recommended in 3
above. Ideally, the pictorial rec-
ord should accompany the chart
copy, the physician copy, and
the surgical pathology labora-
tory copy of the report.

4. If margins are inked, this fact be
recorded in the gross descrip-
tion.

5. Distribution of tissue for special
studies be recorded in the gross
description.

6. When slides or blocks or tissues
are received from another labo-
ratory, the number of slides and
blocks, the referring hospital’s

- identification numbers and/or
letters, and the referring hospi-
tal’'s demographic data be re-
corded in the pathology report.

MICROSCOPIC  DESCRIPTION
AND COMMENT SECTION

For purposes of these recommen-
dations a microscopic description is
defined as a description of the cy-
tologic features and the architec-
tural arrangement of the cells in a
histologic section. A comment re-
fers to all other pertinent infor-
mation.

The
that:

Association recommends

1. Microscopic features be re-
corded whenever the responsible
pathologists deems that it is in-
dicated, but a microscopic de-
scription need not be a part of
every report.

2. Comments be put into the re-
port whenever the responsible
pathologist considers that they
are indicated, but a comment
need not be written for every
case.

3. It be optional whether micro-
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scopic descriptions and com-
ments are in separate sections
or combined.

. When “special” stains have been
performed, each stain done and
the results of the staining be
designated in the microscopic or
comment section.’

. When immunohistochemical
stains have been performed,
each antibody tested and the re-
sults of the staining be listed in
the microscopic or comment
section of the surgical pathology
report or in a separate immu-
nohistochemical report or both.

. All tumors for which grading
has been shown to be a signifi-
cant prognostic variable be
graded. When a grade is given
the grading criteria or grading
scheme should be recorded in a
comment or in the diagnosis line
unless the grading scheme is
standard and well understood by
all clinicians.

. A “checklist” approach be used
for recording information that
is needed for patient treatment
and prognosis. A statement
whether each item on the check-
list is positive or negative should
be made. The checklist is used
to be sure that all pertinent in-
formation has been included in
the pathology report. Such in-
formation includes but is not
limited to grade, depth of inva-
sion, presence or absence of vas-
cular invasion, size of the tumor,
type of tumor, etc., and it is
often different for different
types of resection specimens.
The condition of resection mar-
gins should be recorded here if
clinically indicated. 'These
checklists may be in manuals,
on separate sheets, in com-
puters, etc. It is also recom-
mended that there be routine
periodic checks of pathology re-
ports to ensure that this infor-
mation is present and summa-
rized in an easy-to-find area of
the comment or in he diagnosis
section.

. All of the information needed to
formulate the pathologic stage
of a cancer be present in the
report,- but this information
need not be recorded by a num-
ber or letter per se. If a stage

number or letter is recorded,
then the system used should be
specified.

INTRAOPERATIVE CONSULTA-

TION

The Association recommends

that:

1. The intraoperative consultation

report. be incorporated verbatim
into the final report. The per-
sons responsible for the intra-
operative report should be iden-
tified. If there is a discrepancy
between the intraoperative di-
agnosis and the final diagnosis,
this should be recorded and dis-
cussed in a comment.

FINAL DIAGNOSIS

The Association recommends

that: :

1. The' organ, the site, and the
procedure, as well .as the diag-
nosis, be specified in the diag-
nosis section. These can be set
off from the diagnosis by a dash
or a colon.

2. The format of diagnoses be
standardized within each pa-
thology department.

3. Anatomic diagnoses should be
set off so that they can be
quickly and easily identified.

4. Each separately identified tis-
sue submitted for individual ex-
amination and diagnosis be
listed in the diagnosis section
along with the anatomic diag-
nosis for that specimen.

GENERAL CONSIDERATIONS

The Association recommends

that:

1. Specimen(s) submitted, clini-
cal information, clinical diag-

nosis, intraoperative diagnosis,

gross description, microscopic
description, comments (when
they are not combined with the
microscopic description), and
anatomic diagnoses be clearly

separated and identified in -

such a way as to be readily and
easily found in the report.

Printing should be of sufficient
quality to be easily read.

2. A search for prior histologic
and cytologic accession num-
bers be carried out for each
case and pertinent prior speci-
men numbers be recorded in
the current surgical pathology
report.

3. The results of special study re-
sults such as electron micros-
copy, immunohistochemistry,
flow cytometry, receptor sta-
tus, data, etc., be incorporated
or summarized in the surgical
pathology report whenever
possible, If this information is
not a part of the surgical pa-

--~thology report, the fact that
tissue has been sent for the
study should be recorded in the
surgical pathology report.

4. Information regarding proce-
dures other than routine hand-
ling of tissue such as gross pho-
tography, decalcification, spec-
imen X-ray, freezing of
samples, and placing speci-
mens in a tissue bank be re-
corded in the pathology report.

5. Intradepartmental consulta-
tions be documented in the
surgical pathology report,
either by identifying the con-
sultant in the comment section
or at the end of the surgical
pathology report or by having
the consultant co-sign the re-
port.

6. When external consultation is
initiated by the pathologist,
that fact be recorded in the pa-
thology report. When the con-
sultant’s report is received, a
supplemental report contain-
ing the consultant’s interpre-
tation and opinions should be
issued.

7. Clinically significant unex-
pected findings immediately be
conveyed to clinicians, and the
fact that a call was made be
documented in the surgical pa-
thology report.

8. References be cited in the sur-
gical pathology report when
pertinent.

9. It is acceptable for the respon-
- gible pathologist to make sug-
gestions for additional studies
or procedures in the surgical
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pathology report if he/she
thinks they will contribute to
the case. They can be incorpo-
rated in the surgical pathology
report as long as it is empha-
sized that they are only sugges-
tions.
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10. When an amended report is

issued, the fact that it is an
amended report be clearly and
prominently noted. @ The
changes that have been made
in the report should be speci-
fied if the new report is a com-

plete one; if only changes are
recorded in the amended report
that fact should be specified.

11. The date of receipt of the spec-

imen and the date of the final
report appear in all surgical pa-
thology reports.
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